MARS Application Instructions

Thank you for inquiring about eligibility for Madison Assisted Ride System. Enclosed is
a copy of our MARS application. Also enclosed is a brochure that explains what MARS
is and who is eligible for these services. Please read these instructions and the
enclosed brochure carefully before completing the application form.

MARS Eligibility Requirements

According to the Americans with Disabilities Act (ADA), a disabled individual is one who has a
“physical or mental impairment that substantially limits one or more of the major life activities of
such individual”. The MARS service was created with the sole purpose of providing
transportation services to individuals living within Madison’s City limits who are considered to be
“disabled” under ADA guidelines. To be eligible to use the MARS service, an individual must
have an impairment that clearly prevents or limits his or her ability to operate a motor vehicle.

How do | Apply?

The enclosed forms must be filled out completely and returned to the address provided below.
Incomplete forms will be returned to applicant for completion. The first form is for you or
your caregiver to complete in order to provide us with the information we need to evaluate your
application. The second form should be completed by your physician or other licensed
professional health care provider who is able to verify the information on your application and
provide any additional information about how your disability prevents you from using traditional
methods of transportation. Before taking the form to your physician, you should complete and
sign the Authorization to Release Medical Information at the top of that form. Once all
information on the form is completed, you may mail or fax both forms to:

City of Madison
Department of Recreation
8324 Old Madison Pike
Madison, AL 35758
Fax: (256) 772-9377

If you have questions, please call (256) 772-6264, or
(256) 772-9300

Note: Due to the limited number of vehicles used for the MARS Program,
transportation is limited to inside the following boundries.
South: We do not go further than Golf Road
North: We do not cross Mastin Lake Road
East. We do not go past Whitesburg Drive
West: We do not go further than County Line Road, except to pick-up
residents within the Madison City Limits.
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CITY OF MADISON

MARS APPLICATION

We are requesting this information in order for MARS to serve you. This information will not be
provided to any other person or agency except those you list on this application.

Incomplete forms will be sent back to you. This will slow down the certification process.

[GENERAL INFORMATION (PLEASE PRINT OR TYPE)|

Last Name: First Name: M/
Address: Apt. #._
City: State: ZIP: SexM___ F___
Telephone: Home: ( ) Work: ( ) Cell: ( )

Date of Birth: / / E-Mail Address:

Address where MARS will pick you up, if different from above:

Emergency Contact:

Name: Relationship:

Telephone: Home: ( ) Work: ( ) Cell: ( )
Did someone assist you in filling out this form?  Yes: No:

Should this person be contacted if additional information is needed? Yes: No:

If ‘No’ was checked in the above question, please list an individual allowed to provide additional
information:

Name: Relationship:
Telephone: Home: ( ) Work: ( ) Cell: ( )
Address: Apt. #:

City: State: ZIP:




INFORMATION ABOUT YOUR FUNCTIONAL ABILITIES

1. Do you currently travel with a personal care attendant or escort?

Yes No

2. If you travel with the assistance of an escort, what type of assistance do they provide?
_____ Mobility _____ Medication
_____Transfers _____ Other:

3. Do you use any of the following mobility aids or specialized equipment?
1 do not use any mobility aids. _____ Cane ______White Cane
_____ Motorized Wheelchair __ Walker _____Scooter
_____Manual Wheelchair ____ LegBraces _____ Crutches
__ Respirator/Portable Oxygen Tank __ Service Animal Other

Please Note: A wheelchair or other mobility device must meet the definition of a “common
wheelchair” as specified in the ADA regulations: i.e., not more than 30” wide and 48” long
when measured 2” from the floor and must weigh less than 600 Ibs when occupied.
4. Using a mobility aid on your own, how far can you travel?

_____ | cannot travel outside my home or apartment

| can getto the curb in front of my home or apartment

_____lcantravel up to 200 feet

__lcantravel up to ¥ mile

_____lcantravel over % mile
5. How do you currently travel? (Check all that apply)

Drive myself Someone else drives me

Taxi Other:




6. According to the Americans with Disabilities Act (ADA), a disabled individual is one who
has a “physical or mental impairment that substantially limits one or more of the major
life activities of such individual”. The MARS service was created with the sole purpose
of providing transportation services to individuals living within Madison’s City limits who
are considered to be “disabled” under ADA guidelines. To be eligible to use the MARS
service, an individual must have an impairment that clearly prevents or limits his or her
ability to operate a motor vehicle.

Do you have an impairment that clearly prevents you from operating a motor vehicle?

Yes No

7. Can you maintain balance while seated on a moving vehicle?

Yes No

8. Can you independently get on and off of a lift-equipped bus or climb three (3) 10” steps?

Yes No

9. Can you find a seat by yourself without assistance of another person?

Yes No

10. List your 5 most frequent destinations and how you currently get there:

Doctor/Destination Name Address Phone # Reason- How do you
Work or Doctor] currently
get there?




For Applicants with Vision Disabilities

If Not Applicable, Please check here [

1. Cause of vision loss/ diagnosis

2. Are you totally blind? Yes No

3. My vision is worse during these conditions:
Bright Sunlight Dimly lit or shaded places

Nighttime About the same in all lighting

4. My eye condition is considered to be:
Stable
Degenerative

Other (please explain)

5. Most often, | use the following mobility aids when | walk outdoors:

Sighted (person) guide Optical devices (telescope, light, special
glasses, etc.)
Dog guide None of the above

Long white cane Other (please list)




CERTIFICATION OF APPLICATION

I hereby certify that, to the best of my knowledge, information given in this application is correct.
| understand that the application will be returned if it is not completed. | further understand that
the results of this review will be based on ADA definitions and guidelines and may require
additional information from me, such as additional consultation from my physician or other
professional. | understand that failure to adhere to the policies and procedures for using MARS
may be grounds for suspension or revoking my eligibility to participate in this program.

Applicant’s Signature: Date: / /

Please review each of your answers to make sure that you have completed all of the
guestions to the best of your ability.

Thank you.

IAUTHORIZATION TO RELEASE MEDICAL INFORMATION|

(TO BE COMPLETED BY APPLICANT)

| hereby authorize the following licensed professional who can verify my disability or health
related condition to release information to the City of Madison Recreation Department. The
information will be used only to verify my eligibility for transportation services. | understand
that | have a right to receive a copy of this authorization, and that | may revoke it at any
time.

Name of Professional who may release my medical information:

Address:

City: State:

Zip Code: Phone:

Applicants Signature: Date:




Instructions for Medical Verification Form
To be completed by Doctor or Healthcare Professional

It is important to determine if the above applicant is applying for the Madison Assisted Ride
Program because their disability or health conditions completely prevent conventional travel
some or all of the time. The MARS program was NOT developed to be used as a
‘convenient’ travel option, but rather, a service to individuals who are truly in need.

The above named applicant has indicated that you can provide information regarding his or
her disability and its impact upon his or her ability to utilize our transit services. The MARS
program will provide services to eligible persons whose disability prevents them from
utilizing other methods of transportation. The information you provide will allow us to make
an appropriate evaluation of this request and its application to specific trip requests. Thank
you for your cooperation in this matter.

The term “disabled” for our purposes is defined as: Any person who by reason of
iliness, injury, congenital malfunction, or other permanent or temporary incapacity or
disability is unable, without special facilities to travel as effectively as persons who
are not so affected.

Capacity in which you know the applicant:

Medical diagnosis of condition causing disability (in layman’s terms please):

Date of onset: / / Is the condition temporary? Yes No

How long have you known or worked with the applicant?

When did you last see the applicant?

Expected duration (with specific date if applicable):

IF THE PERSON HAS A DISABILITY AFFECTING MOBILITY, IS THE PERSON...

Able to walk 200 feet without assistance? Yes No

Able to climb three 10-inch steps without assistance? Yes No

If sometimes, explain:




Able to wait outside without support for 10 minutes? Yes No
If sometimes, explain:

Does this individual require an escort for transportation? Yes No

Does this person use any mobility aids? If so, what?

IF THE PERSON HAS A VISUAL IMPAIRMENT...

Visual acuity with best correction:

Right Eye Left Eye Both Eyes
Visual fields:
Right Eye Left Eye Both Eyes

IF THE PERSON HAS A COGNITIVE DISABILITY: IS THE PERSON ABLE TO?

Give addresses and telephone numbers upon request? Yes No

Recognize a destination or landmark? _~ Yes ~ No

Deal with unexpected situations or unexpected changes in routine? Yes No
Ask for, understand, and follow directions? Yes No

Safely and effectively travel through crowded and/or complex facilities? Yes No

Are there any other effects of the applicant’s disability which the City of Madison should be
aware? Please describe.

Your name and title:

Organization Name & Address:

Office phone number: ( )

The information on this application is true and correct to the best of my knowledge.

Signature: Date:




WAIVER OF LIABILITY AND ASSUMPTION OF RISK
PLEASE READ CAREFULLY

| understand that my participation in the City of Madison (“City”’) programs and
operations maintenance is a voluntary activity, and that | am participating by my own
free choice. | agree to participate in the Madison Assisted Ride System (the “Activity”)
in a responsible manner and to follow applicable rules and regulations pertaining the
Activity. In consideration of being allowed to participate in the Activity, | hereby agree to
assume the risks of property damage, injury, illness, or death in any way associated with
my participation in the Activity. | agree to release, defend, indemnify, and hold harmless
the City, its officials, employees, representatives, volunteers, and agents for any and all
rights and claims for damages, including attorney fees, | now, or may hereafter have,
whether known or unknown, in law or in equity, and arising from or in any way
connected with my participation in the Activity. | agree that the terms stated herein shall
also serve as a waiver of liability and assumption of risk for my heirs, estate, executor,
administrator, assignees, and for all members of my family.

I acknowledge that | have carefully read this waiver of liability and assumption of
risk and fully understand that | am waiving any right that I may now or hereafter
have to bring a legal action to assert any claim against the City of Madison in
connection with my participation in the Activity.

| accept the conditions printed above:

Participant Signature Date

Print Participant Name

A parent or guardian signature is required if the participant is under 19 years of age. By
signing this waiver of liability and assumption of risk on behalf of a minor, the
undersigned parent or guardian is agreeing to be bound by the above conditions on behalf
of him or herself and on behalf of the participant.

Parent or Guardian Signature Date



